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AOPOSSIBLE: FALLACY IN-THE USE: OF 


N€ARLY ‘50 years’ ago’ Edward Jackson described the cross-cylinder 
teSt for determining, subjectively, the amount of astigmatism present 
patient, and some 14 years'later; he described how it ‘could also 
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be used to determine the axis of the astigmatism.’ “~~ 

long time’ before’ the value’of ‘Jackson’s’ teaching’ was 

generally: ‘aS’ tecently as 1931, William’ Crisp,? in 
address to this Congress lamented ‘the’ fact that’ even’ inthe 

~~ United States, the use of the.cross-cylinder was really familiar only 

ta some 5 per cent. of ophthalmologists, estimating that the percent- 

age was lower in this: country and lower 

“Incidentally, a§ so often happens, it was probably a denizen of 

a _ the (then) United’ Kingdom who first discovered this useful piete of 

and Crisp records iow Jackson informed: him that‘ in’ 1849, 
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Gahtiel Stokes an Irish mathematician, later Professor of Mathe- 
4 “matics at Cambridge and President of the’ Royal Society, ‘described ; 
_. the general principles of crossed cylinders: At that time the ‘device 
known’ as the Stokes lens ' and although it is probably ‘too ‘late 
‘now, it would ‘seem’ fitting that the’ name “should be’ revived. 
Ophthalmology contains many '‘exaniples of ‘the sort of ‘thing, 
for example, Guthrie's ‘section, misnamed’ Saemisch’s} the’ 
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least known. perhaps, the Foster Kennedy. ‘Syndrome which was 
first described by Leslie Paton to Gowers: and mentioned iby: him i in 


lecture at Queen Square. 


I am not at the moment, concerned with coneeeting the 
~ nomenclature of diseases and ‘Syndromes, though perhaps at a future 
meeting of this Congress, someone ‘intimately acquainted ‘with the 

historical side of our speciality cou give. us ‘an paper 


-on this subject. 


-To return then to | Dr. Crisp—after lamenting the paucity users 


_of the cross-cylinder, he proceeded to give a very full and useful 
account of ‘its applications. These are so.well known now that I 


need not detain you with them, but there is one statement. made bys: 
Dr. Crisp which may lead to inaccuracies in the test; and as this is _ 
the subject of my paper, I. shall. quote. his ‘statement in full. It- 


_goes as follows: “Like all other astigmatic tests, this one is usually 


moré likely to be successful if the accommodation is relaxed, and, 


therefore, if whatever spherical lens is in the'trial frame is so/strong 


a plus or so weak a minus as: pay to. allow the ‘patient. to. eran tie 


his full visual acuity.” 

Now in my experience, this is not so, ae" 1 liave aaa: in 
common probably with most of you, that if the patient is fogged, he 
tends to choose too big a cylinder against the rule, whereas in the 
opposite condition, i.e. when his hypermetropia is undercorrected, 


_ or his myopia overcorrected, he tends to choose too big a cylinder 
with the rule. The dilemma does not of course occur to the same’ 
extent when the axis of the correcting cylinder i is oblique, aca may ae 


be entirely absent when it is at 45° or 135°. 
There: are two factors which are responsible: its occurrence. 


The first of these is that blurred letters are more easily recognisable 
when. their. vertical Parts: are relatively in focus than when their 


horizontal. are. 


The same is true. of sailors spotting ‘ships at sea—quite a 
of particularly good spotters are found to have astigmatism with the © 


rule, and to be less good when this is corrected, because then. there 


is no longer. so much contrast between a vertical. mast, funnel, Or 


ae periscope, : and the slightly blurred horizon. 


Nature is said to make use of. this in the ‘seal’s e eyes. - The world - 


above. ‘the cwater is largely. a, world of vertical lines, under 


_ the water it is largely one. of horizontal lines, and the seal’s eye is 
highly. astigmatic in the. vertical, meridian. The amount hasibeen 
so.choseni that: above the water there is;.astigmatism corresponding. 


with: what would be produced by adding a. + cylinder axis. horizontal, 


thus rendering vertical lines. sharper than horizontal, whereas below — 
the water the optical effect of the latter, makes horizontal lines at 


clearer than vértical*because under these conditions the eye becomes 
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“This i may ‘be a fable: ‘Miss Mann’ is here, perbaps she will 


tell us if it has any substratum of truth. it ‘has, itprovidesrather 
_ | astriking example of adaptation to environment and of the cunning: nes 
way in ‘which advantage of apparent defects in bodily 


|| The majority ‘of our patients, however, are: not seals, hot they 
“marinets looking ‘out for masts at sea. ‘They cometo uginthehope 
i ‘of being rendered emmetropic by glasses, and if we are not careful, = = 
may send them away with an overcorréction for astigmatism.. 
Mr. Sands, of Messrs. Hamblin, has kindly taken a series of 
photographs under my direction which show how this may occur 
[| The first series shows the effect of 
represents the familiar 6/9 line’ {so often nowadays 
: 


is slightly fogged. 
shows the effect of placing a cylinder 
with, the + axis horizontal, and. . 
'D the effect of rotating it so that the — axis is horizontal. 

thin that most. people would. choose. as being. more. 
D in spite of the fact that the "is Ge. the 

. In No. 2 we did the opposite ey Le, we ye added a “9 50 


patient. whose hypermetropia is undercorrected or whose 
myopia is overcorrected, would tend to prefer a. cylinder axis 


- vertical even in the absence of an astigmatic error. 
3. This.is a repetition of 1, but with only a +0°25 sphere added 


and a cross-cylinder of +0° 25. The same’ thing i is evident, though” 
~of course not so markedly, correction the rule: is 


preferred. 
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FALLACY IN THE USE OF THE CROSS-CYLINDER 
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Fhe This i isa repetition of 2, but witha. - 0°25 sphere added, and - 


as in 2 think it: would be :admitted that: a 
vertical gives the better visiony 


After seeing these photographs, you: may. begin to wonder if the 
cross-cylinder really does work, so here is a mpetentation of wnat 
is seen by an emmetropic eye, 

5, Ais the type in focus. . 

B is the appearance with the +0 cross with the. 

is the appearance the +0: 5 cross-cylinder with 
_. -yertleal, and I think you will agree that there is nothing 
much to-choose betweén'B and C. 
This i is not the whole story, however, because so far we have been 


considering fallacies. awhich can occur in an emmetropic eye, 


WITH CROSS CYL. £ 0-5 E+CYL. 


and have shown that ‘we can it prefer ‘a + cylinder axis 


horizontal or vertical according to. whether a convex or a concave 


_spherical lens’is added. 


When the eye is already “astigmatic, the bad effects of fogging — 


again manifest themselves, and as has been pointed out by Pascal, 7. 


can be by out sizes dhe circles on 
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PossIBLE FALLACY IN THE USE OF THE CROss-CYLINDER: \7 


= the retina. They: also. show photographically and. here i is a. series 
_ which demonstrates this. At the: end of each row, I have drawn.a 


figure to show the. corresponding sizes and shapes of. thé diffusion 


‘circles on the retina which would be produced by the combination 


of. lenses, employed. This. “has” been done, by. using an. arbitrary 


_ scale to represent the fractions of a dioptre by which a point. source 
of light would be out of focus. Since we are dealing with only 


fractions of a dioptre, it has been assumed. that the size of the — 


diffusion circle produced in’ an eye with. say half a dioptre of myopia. 


is the same.as that: produced in one with half a dioptre of hyper- 


metropia,: cycloplegia being of coursé assumed to be present. 


Fic. 6, Here are the photographs. In Figs. 6, 7, 8 and’ ‘9 we 


are dealing with an eye which has —0°5D. ‘of astigmatism with the 
tule, i.e, t the camera was first focused” accurately and a +0° 5D. 
cylinder axis horizontal was placed in front of the lens. In this’ 


(Fig. 6), a +0°5D. sphere was also’ placed in front of the camera 
lens, thus producing the effect of slight. “ fogging,” as shown in A. 


In Ba £0" 25 cross-cylinder has been added with the plus cylinder 


horizontal. “In ‘C, it = been 80. that the: is 


seen ay EVE with. 
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As shown ‘by the diffusion the: patietit 
compare letters made up of supetimposed elongated ovals measuting -, 
1°25§by 0°25D. with those made up of circles’ measuring 0°75 by 
' 0'75D. It would. not be vety easy to. choose between these and’ 

some patients even B, Biving a totally: incortect idea of 
the: réfraction. 


WITH 


- Fic. 7. In this figure the fogging has been reduced to 0°25D., 
and again the choice between B and C would be difficult and some 
patients might prefer B, particularly for the letters N and U. 

Fic. 8. In this, the eye is only half fogged, i.e., oné focal line 
is on the retina, the other in front, and here the difference between 
B and C is more marked, C being obviously: the better and so 
indicating the right answer. 

Fic. 9. Here the condition is changed to-one of mixed.astigma- — 
tism, one focal line’ being 0°25D. in front of the’ tetina, the other 
0'25D. behind, and there is no question as to whether B or C‘is the 
better. The reason for this:is shown: by the size of the diffusion 
circles, wan in B measure 0° 50D. 0: in they are 
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CONDITION “CHANGED MED esta. 
LINE IN FRONT ANO ‘Tue. 


‘the RETINA. (EPH: 


SE OF THE CROSS-CYLIND 
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point foci. At first sight it may seem ‘rather odd that the. diffusion. | 


spot in B should be circular when the eye has actually 1D. of astig- . 


matism, but’a‘little arithmetic | soon shows that, thisisso. The lens_ 


before the camera is a sphere —0 25 with a cylinder +0'50 axis _ 
horizontal ; 


“0-25+0-50 


(1) Jens=in-fromt of 
camera, Sphere -0°25 © 
with cylinder 


“(2 a simplified: form’ 


axis horizontal. 
the effect, of adding a +0°25 crossed, ender with the taxis 
0°25 
(3) shows the effect of ict 
adding +0°25 cylinder 
i.e., Zet0, with axis horizontal we get 
— -0'50 
+025 +0°25 +0°50 


(4) shows the effect of (5) a form ‘of 
adding +0°'25 cylinder 


with +axis horizontal. 
i.€., an image in which one is half. a ‘in front and 


the other half a dioptre behind the retina, producing therefore a 


diffusion circle on the retina half a dioptre in diameter. 
Fic. 10. This shows the effect when not all the astigmatism is 
corrected by the crossed cylinder. 


In A we see the image produced when there is 0°75 _D, of mixed — 


astigmatisin, while B and C show. the effects of twirling the crossed 
cylinder, and they are sufficiently obvious not to need any comment, 


even though C is made up of i circles 0° 12 D. in. diameter 


writing this in the way usually adopted in retinoscopy 
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-PossIBLE FALLACY IN. THE Usk OF THE Cross-CYLINDER| 


levies show that these defects occur “i it is a very simple 
matter to convince oneself that they do, either subjectively or with ~ 
a patient, how are we to overcome them? In the’ first place, their 


occurrence emphasises the need for an accurate retinoscopy, since. 


the performance of this will prevent the ophthalmic surgeon being 
led too far “up the garden path.” Assuming this to‘have been done. 
I find that the duochrome letter test is of great assistance in keep- 


ing the astigmatism mixed.* I usually check up on it. now and then - 

as one increases or diminishes the cylindrical correction during the 
course of the cross-cylinder tests, adding + or — spheres. as may 
- be required to make the letters on the red and green equally defined, _ 
or rather, blurred: 1 then return to the black and white letters fort 
comparison of the two positions of the cross-cylinder. . Another check: 


which is often‘useful, is a Tweedy Cross, or some modification of it, 


which is set in the axis of the correcting cylinder. The eye of 
course has to be fogged 0°50 D., or so, and one can then’so to speak 
bracket with the cross-cylinder if the cylindrical correction is right, - 


if not, an indication ‘will be obtained as to how it should be changed. 
Two other methods: are re but as I have not used them 


i 
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‘only thought of them when writing this paper—I 
can do no more than suggest them. «= ‘ 
One depends on the observation that this fallacy is not 0 evident 
when the axis of the correcting cylinder is at 45° or: 135°, Ifthere- 

fore rotating test types could be produced, it might be worth while - 
to tilt the letters so that their axes were at 45° to the axis of the 
patient’s astigmatisrh, and use them in this position: for subjective 
testing. 
f The other test is very simply performed, and it seemed to “work 
_ when I tried it on. myself and on a few. patients, though I ‘have 
never seen. it “described. When the final correction’ has been 
obtained and the letters are equally clear on the duochrome. with 
the glasses in the trial frame, a +0°25 cross-cylinder is addedgand . 
‘it will be found that the letters on the.red background are clearer 
when the +cylinder is vertical, and those on the green background. 
_ when it is horizontal. This is what one would expect because with 
both lots of letters slightly and equally blurred, the green image is 
in front of the retina and the red behind, i.e., the eye is relatively 
myopic the green and therefore sees better With 4. +cylinder 
pace Ass horizontal than with it vertical, .So far as the red is concerned, - 
however, the eye is relatively hypermetropic { for. it. and therefore _ 
prefers the +cylinder axis vertical. : 
This is not meant as a test for the amount.of astigmatism present, 
it is only employed as a check when the patient has his supposedly 
finak correction in the trial frame and even ‘then need ‘only be 
employed when the axis of the correcting cylinder is within about 
20° of the vertical or horizontal meridian. SA 
In conclusion, I hope you will not think ‘me guilty” of adding. G 
complications'to atest which has simplicity as its great merit.) 1 _ 
can only plead that in the final analysis refraction 1 isan art and not 
a science. Experience with actual cases ‘teaches us far more than 
any books or papers can do. We therefore welcome any:extra help 
we can get in the difficult task of trying to-reduce to figures the 
deformities of a lens system which has not-been turned out’ on an 
optician’s grinding machine, but has grown in such an apparently 
haphazard manner that we marvel at 
should be its ideal dimensions. 
Finally, I should like to‘record my to Joseph of 
New York, whose ‘work in this has ‘been: the 
1, w. H. cross- cylinder, tests, especially i in ta: the astigmatic 
; axis. Trans. Ophthai. Soc. U.K., Vol. LI, p. 495, 1931. 
2. Pasca; J. 1.—Fundamental differences ‘between crossed ‘eylindet and line 
astigmatic tests, Arch. Ophthal., Vol. p. 722,'October, 1940. 
3. Coates, W. K.—Further notes on the Jackson, cross- cylinder. Refrac- 
tontst, p. 110, April 16, 1938. 
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_ DEFICIENCY OF THE MALAR BONES WITH: Ae 
DERGCT: oF THE EOWER 


i 
Wien Notes Similar ‘Treatment 
By T. POMFRET KILNER 


this is: a boy aged | tars, sent to 
me by Major Peet. He was brought to the out-patient ‘department 
_ by his step-mother with the request that ‘something be-done about — 
is appearance as everyone laughed at him and thought him men- 


he was seen the resemblance to. the. ‘classic case ‘peported. by 
Treacher Collins in 1900 (Collins; Case with. symmetrical con- 
enital notches in outer part of each lower: lid and defective: 
developmen of the malar bones, Trans. Ophthal. Soc., U. K., 1900, ' 


_* Read at the Oxford Ophthalmological Congress, 1942, = = 
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Vol. 90) ‘was arid we ave no con- 
dition is the same. .Fig.'1:shows Treacher Collins’ case and the _ 
present one side by side in.approximately the same attitude. 


_ The main points seen on superficial examination are:— 
l. and E upper. lids are’ normal, but 


The present case she held up in position 


so that a, a false: appearance of squint is given in some’ ‘positions since 
the eyes are not in the centres of the palpebral apertures. » There 
is no ocular defect whatever, the eyes being emmetropic, visual 
acuity 6/6 R. and L., with perfect binocular vision and stereopsis 
_and an amplitude of fusion of 50° at least. Fig. 2, in which the lids 
are held in position and the eyes are seen to be straight, brings | 
this out. The lower lids are peculiar, The outer 2-3 mm. and the — 
outer canthus are normal but the. rest of the lid. is.thin, atrophic 
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OF: THE ‘MALAR Bones. “te 


looking; and shows no marginal differentiation,-lashes, Meibomian 
glands ‘and intermarginal strip being absent. The ‘lower »bony . 
matgin of the orbit is defective and the cheek depressed... The 
fibres of the orbicularis are absent at the inner canthus and along: 
the lower lid. A:small bony boss can be fete the ‘skin: at the: 
anterior ‘end of the zygoma: 

«2. Ear—The external ears’ ‘are formed is 
ness;. to a’ of the and: 
inner ear.) 

Upper Jaw. —This is narrow: “and. there: are: abnormalities. 

of spacing of the teeth... 

Radiographs were: taken: of | the in ‘various’ Positions by 
Kemp, whg reports as follows :— 

» Radiographs show defective development ae all the facial bones. 
In particular, the malar bones are very small and structurally mek: 
formed. ‘The following are. the principal deformities:— 

The orbital ‘cavities seem to be oval’in shape. © Their ae 
are well formed but are inclined sharply downwards and outwards.” 
~The floors:seem shallower than normal. The infra-orbitat edges 
much narrower than normal, especially at their otter margins 
where they are formed. by the malar bones. The malar processes of « 
the frontal bones and. the orbital processes of the malar bones are” 

_ much thinner than normal, and on-the left structurally incomplete. — 
_ Both maxillae are very small.: The hard palate is small and fore- 
shortened. but comparatively well formed. The teeth are crowded 
together, and there is a moderate degree of superior protrusion_of - 
the incisors and canines. The nasal bones are well formed. Both 
frontal’ sinuses are well. formed. The ethmoidal cells are normal 
_ but the maxillary antra are very small. The mandible is smalland. 
its body is bowed upwards to accommodate the’ teeth. The: front 
teeth are crowded together .and there is a moderate degree ‘of in- 
ferior protrusion to meet the comparable deformity ‘in’ the upper 
jaw. ‘The premolar and molar teeth show mal -alignment. The vault. 
of the skull seems normal in size and shape. Both mastoid: pro- 

‘cesses are very smal. The tympanic antra are not formed: and 
there are no cells in the mastoids: The cochlea on both sides does 
not seem to be formed properly, for only a single coil'can be — 
made out. The’ bony labyrinths seem to be normal. The sternum 
shows malformations of the body. No are 


‘Discussion of 


two points. of namely the. 
logical meaning of the defect and the-possible, lines. of treatment. 
The» interest: of the:; case is: as. it. would 
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of ‘the’ face. The general lines of development in’ this :region 


of ‘course well known.' The paraxial mesoderm surrounding 
_ the central’ nervous system extends in. the form of.enveloping _ 
‘capsules around the sense organs (olfactory, optic and otic). while 


the visceral mesoderm: advances’ secondarily in the form: of the 


maxillary process of the firstvisceral arch: (mandibular): to 


_ produce the supporting skeletal. and outer. coverings necessitated | 


~~ by the great increase in’ width of the brain in the higher vertte- 


brates. Thus both. phylogenetically and. ontogenetically we. find 


and the mandibular (visceral again) by thet 


Steady. ‘increase’ in the ‘size and -importance of the 


process. It forms-in the first place the wedge of tissue. which, © 
extending upwards behind the laterally placed eyes to form the 
temporal bone and muscle, is mechanically responsible for the 


swinging round of the eyes from the lateral to the forward position - 
required in binocular vision. Im the second place itis responsible 
for the maxilla and malar bones, ‘and thirdly, its superficial ex- 


tensions account for the lower lid, the. vestibule of the nose and 


~ the whole moulding of the side of the face, -Put another way, one 


can say that the area formed of maxillary (visceral) mesoderm: is 


‘that supplied by the second division of ‘the Vth cranial. nerve, 


while the paraxial part of the face is supplied b y the first: sesibgiseted 
ird division. 
The interest lies in the mapping of the exact lines of junction 


- on the adult face. In the present case it is obvious that. there 


is no defect ‘in the paraxial mesoderm. ‘The upper lids, upper 
orbital margins, sclerae and extrinsic ocular. muscles are. all - 


‘normal. The’ position: of the eyes is normal, showing. that the 


upgrowth of the visceral wedge in the temporal region: was normal 
until: nearly the third month (00 mm. stage or earlier) by which 
time the angle between the optic stalks is already 60% (the adult’ 
angle). The differentiation in. this wedge.1 is however defective as _ 
the bey is somewhat deaf, and there is evidence of malformation of | 
the middle ear. This points to a delay or arrest at or before the: 
end of ‘the second month, at which. time active differentiation af 
the middle ear should be: proceeding... 

‘The extension of. the . soft . tissues of the maxillary, process | 
over the face to form the lower lids also appears to have occurred 
but. their differentiation has been arrested. .The first rudiments - 


of lashes and Meibomian glands in the lower lid appear at the 


50-60 mm. stage, and in this case they are absent, the lid fold 


being present but still in the undifferentiated condition seen ° 


during the second month. An arrest towards the end of the second 
month is also, compatible with the: presence of teeth in the upper. 
jaw, Since the primary Jamina: begins. early it in the sixth 
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DXFICIENCY OF MALAR BONES 
weel,. long. before thé rudiments of eyelashes,. so that. an arrest 
a little later, might not inhibit the formation of teeth... 
-The presence. of an. intermarginal, strip with normal 
and glands at the outer.end of the lower lid-would seem to pointto 
the formation of this part as’ well. as, the outer canthus itself, 
Be from the paraxial.mesoderm..of the upper lid fold, If. this is so, 
. then. the ‘sensory supply of. the outer 2-3 mm, of the lower. lid 
margin should be. from the first division of the. Vth. cranial nerve. 
. This does not appear. to be known with certainty, but.a patientin 
whom the 2nd division was recently injected by Mr. Pennybacker’ 
showed definite anaesthesia of the lower lid to within 2 mm, of the 
‘outer canthus only. .A dental surgeon has also assured us that _ 
when. using a noyocaine block in the upper jaw, the lower lid is 
‘usually anaesthetic in its inner 3/4 at least, but never quite to ei ate 
_the outer canthus. This. overlap, or lack of complete co-incidence 
of. nerve. supply, and apparent line of division, is repeated again — 
at the vestibule of the nose, where the maxillary mesoderm, carry. 
ing its division the this time the gd 


Pine Buchanan's Anatomy showing the formation ihe face, 
16mm. stage: ' The extending visceral ‘mesoderm is 


of ‘the supplied by the Ist division; case reported by 


me showed ‘very clearly how in failure of the paraxial portion: of — 
the nostril the vestibule of the ‘nose was ‘nevertheless present. 
(Mann; ‘Developmental’ abnormalities of the“eye. Camb. Univ. 


‘Press, 1937). A diagram (Fig. 3) from Frazer’s Manual of 


Embryology (London; Bailligre, Tindall & ‘Cox, 1981), also indi- 


cates this arrangement of the maxillary mesoderm, the falling 


away of the process from the outer canthus, and its spvertap at the 


nostril being indicated at the 16 mm. stage. th 


~ Embryologically therefore, we would put ‘this "case as one of o 
retardation of differentiation of. maxillary mesoderm at and after 


_ the 50 mm. ‘stage, and consider that it ‘offers further evidence 


for the supply of the outer>2-3 mm. of the lower, in by the Ist 


division of the Vth cranial nerve. 


It is rare and few records of similar cases exist. ‘The dadtieat 
which seems to be in any way comparable was reported in 1888 
by'G. A! Berry (Ophthal. Hosp. Reports, Vol. XII, p. 265, 1888). 
Berry describes a mother and daughter with congenital notches in 
the lower lids and gives a drawing of them. The notches were in 
the same position but there is practically no flattening of the 


_ cheek shown. Also lashes are shown in: the sketch all along the 


lower’ lids, though thinner. and finer internal to the notch. 
Nothing is said about the malar bone. Both the patients have 
receding chins as in the present case. In the mother the condition 
was bilateral, in the daughter on the right side only. The mother. 
had also had a hare lip: ‘Phe twinbrother of the girl with 
the right-sided notch also had»a hare:lip. The mother’s brother 
hada notch in the lid but was not examined. Here we have a 
definitely hereditary condition associated with hare lip in. the 
same pedigree (and in one case in the same patient). Hare lip 
itself is now known to be due to defective development of the — 
maxillary process, so that the co-existence of hare lip and con- 


genital notches in the lower lids would appear to implicate the 


visceral —— with an even greater certainty. 4 
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Notes by Mr. T. ‘Kilner 


Photographs of the case described above were sent to me by. 
‘Major Peet with a request for advice on treatment. fs 
I immediately recognised that I had under treatment at the. time 
a casé falling into. the same category: and. it is. at ease Mann’s 
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_Derictency OF THE, MALAR Bones 


that I present. a. description of the boy whose, photo- 


graphs appear ‘in the illustration No. 4. 
This. child was brought to. see me in 1937 at the a ge of fourteen 


‘months. He was the second child of parents of 35 and 38, the 


previous child, a girl, ‘being then six years old and without con-, 


genital abnormality. “There was no family history of congenital 
‘defects. The child was three weeks premature and. the mother 
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Pomiret Kilner S Case, balore and operation. 
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gaveia ‘history. been frightened dog when 
3 months pregnant. 

‘My advice’was sought for treatment ot a cleft soft Palate, 
Notes ‘were made of the following’ ‘abnormalities :— 


Rats ears crumpled, forwards and with, very. poor develop- 
of the. pinna: external auditory. meatus: present on 
either side. 

The case was seen by my EN. T. colleague, Mr. Baten 
“who advised against any attempt to reconstruct a 
the prospects of hearing being so very poor. 


Byes .—Palpebral. fissures slope downwards at outer ends 
"Peculiar angulation of lower eyelids with small busfry co! 
lections of eyelashes at junction of outer and middle thirds. 
Mother says eyelids were “* practically. absent at, 
Deep depressions in infra-orbital: regions. 


palate defect was successfully. repaired at months, 
May 81, 1987. 
When the child was almost six years old, work was ‘commenced 
on the ears and eyelids. The éar and eyelid of the right side were i 
treated at the same sitting on February.21,.1942... 
The ear was freed anteriorly so eat it could be folded back a 
_ telatively normal position and the raw surface thus produced was 
covered by a Thiersch graft applied on a of dental, 
composition. 
A triangular skin flap was transposed upper to 
"across the outer canthus with the object of raising the outer angle 
é ~ of the palpebral fissure, | giving some support to the lower. eyelid” 
: and providing better protection for the eye, Three weeks later pre- 
. cisely similar procedures were cneruted on: ‘the ear and eyelid of the - 
left side. 
There remain deep. depressions in the outer parts of the inkeee: 
* origi margins and the original treatment prescription includes the. 
_ filling out of these by cartilage implants. This should provid 
_ improved contour in these regions and assist in’ restoring — 
~ devel to the lower eyelid margins, but if, owing to lack of muscle. 
action, the lower eyelids still droop, thin. of 
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A CASE OF DEFICIENCY. OF THE MALAR BONES 
years, was seen at the Guest and Eye . 
Infirmary, Dudley, in. March, 1942, presenting exactly. the con- 
dition which was described ‘by Miss Ida Mann, at the Oxford 
Ophthalmological Congress in July, 1942, 


The patient was anxious to have his and . 
an was on the right Phe ae outer 


I. 


Left eye operation. The notch and fibrous inner two 
thirds and outer third of lower lid are visible. The pepereect is seen 
better if the right eye is covered. , 
third of the lower lid and triangle of tissue, including the fibrous 
_ band, was excised with the hope of raising the notch up to the 
outer canthus. Unfortunately the effect was to pull the upper eye- 
lid down. © 
_ A second operation. by. sliding graft from the cheek was next 
done with the hope of relieving the tension and elevating the ~ 
external canthus. This has given only slight improvement. 
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Shows the original condition of more clearly. 
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Left eye after operation. Fibrous band excised and a icle graft from __ 
_ upper lid inserted in lower lid, 
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elevation secures avery pleasing effect-and it is proposed 
to doa fascia-lata: graft: to the by’ 
canthus.. 

The left eye. was. next operated on: in June, 1942, ‘this time ‘by. a 
hares graft from the upper lid insetted into the- lower lid. . The 
normal: outer. third of the lower lid with its. eyelashes has not-been 
removed, the fibrous band and notchonly being excised... The 
result is fairly satisfactory and there-seems no need ‘i in si: case to 
resort to transplantation of cartilage. 

This case seems to least “severe at the three ‘cases: ‘under 
ray 

Tam obliged to > Dr. Alan Booth for the following report: on the 
X-ray appearances :—‘‘ The zygomata of- the patient are very 
poorly developed and can be seen to come to a point in the view 
‘of the base of the skull. The poor rer is also seen in 


UNILATERAL INVOLVEMENT OF THE optic. 


BY 


FREDERICK RODGER, M. B. 


_FROM THE TENNENT INSTITUTE OF OPHTHALMOLOGY, 
‘WESTERN INFIRMARY, ‘GLASGOW 


Cases of traumatic optic atrophy are. to be found in “every 
surgical ward. Those types of accident most frequently producing 
it are motor accidents; falls or blows on the head received in 
industry ; and, in these days, war injuries; for example, blunt 
injuries sustained in air attacks from falling timber. and masonry. 

The lesion is uni-ocular and therefore prechiasmal.. 

The degree of violence may be so great that the patient suffers | 
a fractured skull and lies unconscious for some weeks, or ma 
be so slight that. the patient is only momentarily dazed, with 
perhaps no external signs of violence at.all. A remarkably simple 
injury was that in Praun’s case in which optic AROSE resulted, 
from a knock on the eyebrow with a potato ! 

Twenty-two patients were investigated by us in the Tennent 
Institute, but the records of two were omitted as one was com- 
plicated by a meningitis, the other by a positive Wassermann * 
reaction. In some of the twenty cases remaining, the records 
were incomplete owing to the fact that an ophthalmic surgeon had 
not been summoned at an early period. 

The clinical picture is a simple one.. Soon after the accident 
éach patient complained of a reduction of vision in one of his eyes. 
Seven of our cases were found to have no light perception ; two 
had light perception only; three could count ‘ “ fingers ’’ at one 
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;and eight a visual acuity of Snellen, or. less. 
The pupils of the affected eyes reacted to: light:directly, more or 
less according to the’ degree. of damage to the nerve fibres; while 
in all of them the consensual. reaction remained. In the cases 
showing partial-optic atrophy, central vision was depressed, and — 
in. two there was a contraction of the field: with an:insular scotoma. 

‘Externally, apart from the pupillary anomaly. mentioned, 
nothing could be seen. Internally,.on the other:hand, the nerve _ 
head sooner or later revealed..a pathological state. Fuchs says _ 
the abnormality may not become apparent for as long as‘ eight 
weeks. According to Parsons the atrophy reveals itself in from 
fourteen to twenty-one days. In our cases the average length of 
time was seventeen days; the shortest four days... - 

The ‘earliest phenomenon (it is well known) observed. ophthal- 
moscopically is pallor of: the disc, in whole, or in part... The 
papilla retains its sharp border, the pigment. and scleral rings 
being unchanged, and the lamina cribrosa in many cases easily 
discernible. All this was well seen in our own cases. 

It is difficult to understand why the pallor of the, disc occurs 
 atyall. One would expect in simple interruption;of the conductive . 
- power of the nerve fibres, say by experimental section, that the 
resulting degeneration would advance up the afferent tract to the 
brain away from the site of the injury, and that those parts ofthe 
neurones. nourished by the unharmed ganglion cells lying in the 
retina would not degenerate at all. Yet pallor of the papilla is 
observed. Probably there are additional factors in the colour 
change, for example, an accompanying gliosis, or an atresia of 
‘the little vessels supplying the disc, which would produce an . 
ischaemia. We have seen cases where the entire disc had the 
‘appearance of a uniform bluish-white atrophy, although we knew 
from clinical evidence that some of the visual fibres were still 
functioning ; so we can say that the picture does not wi Feel en- 
tirely upon a degeneration of the optical fibres. 

Leinfelder (1940), experimenting with cats and ‘indies, made 
section through the optic tract above the chiasma. After ten 
‘days there was no sign of any degeneration of the axis cylinders 
in the nerve below that point. After seventy-five days there was 
a minor degree of atrophy only. On the other hand, section 
‘made below the chiasma, nearer the retina, in the region of the 
‘canal, led to complete degeneration of the axis cylinders through- | 
out the entire nerve after the minimum period of time, and both 
above and below the site of the lesion. The atrophy, therefore, 
has been proved to advance in both directions, with the further 
important points that the nearer the injury is to the ganglion cells 
the earlier and greater will be the retrograde degeneration | as 
observed at the optic disc. a 
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other. change. observed. -ophthalmoscopically i is that occurr- 
‘ing ini the vessels. This change. is, restricted: the. arteries, 
the veins being unaffected. Eleven of our twenty. cases showed 

arterial changes, the time,of their first onset ranging from, one to 
six months. First. of .all, those. tiny central vessels seen tracing 

a course across the pink background of-the disc and fundus began 
to disappear. It. was, not.until some weeks later that, the larger 
arteries. were seen to. be affected. They, had. become narrower:and 
‘straighter than in the sound eye, having changed imperceptibly, 
In a few cases only, we noticed variations in calibre... 

Like the question of the pallor of. the. disc, it is, not known. 
why these vessel changes occur. Two probabilities come; to 
‘mind. On the one hand, it may simply. be the result of a post- 
degenerative gliosis. This we consider the more likely. . Wolff - 

points out in his text book that the optic nerve, especially) the 
head, is extremely rich, in neuroglia. It is knowm too that: glial 
fibres. fill out the meshwork of the. septa of the atrophic optic 
nerve.in tabes dorsalis (Stargardt). “Abelsdorff (1928) says: that 
neuroglia always proliferates when. nerve ‘fibres denegerate, just 
as connective tissue proliferates, a statement supported by. Behr. 
The assumption, then, is ‘that as the glia proliferates the. neigh- 
bouring vessels will be drawn upon. and pressed. upon, and their - 
lumina, slowly occluded: Such. effects.on the septal and central 
vessels would .be extremely difficult to observe in a day to day 
examination, and would account for the of 
changes. 
_.,On the other hand, these. vessel changes he vasomotor 
origin. Duke-Elder (Text-Book, Vol..I1, p. 672) believes that the 
efferent fibres of the nerve are vasomotor in function ; although 
_ Leinfelder, using Bodian’s silver stain, could find no. evidende of 
their presence. We incline to the view. that they exist as the - 
slenderest fibres. of the nerve (Duke-Elder),. although according 
to Ingvar they run in the periphery of the nerve (Ingvar, quoted 
by Wolff). Parsons ‘too suggests that they are fairly numerous. ~ 
It may well be, therefore, that these elusive fibres run as a solitary — 
bundle, a state of affairs more characteristic of the central nervous 
system—the pupillary fibres, for example, have been. shown to 
run as a dorso-lateral bundle (Henschen).. If the fibres were in- - 
discriminately mingled, then in a lesion of the nerve it is likely 
that they would be damaged to an extent equal with the visual 
and pupillary, thus producing a degree of dilatation. of’ one or 
all of the central vessels, a feature which never occurs. We think 
it more probable, however, that these fibres run as a. solitary 
bundle. If that be so: then a lesion in a neighbouring part. of 
the nerve might cause a secondary irritation of the efferent fibres, 
thus a. contraction of the vessels, similar to, that which 
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occurs. “AN cause may be, there Can’ 
of its origin until more ‘known’ ‘of the intimate: of the 

AS regards’ lesions the retina, discovered: fione in any 
| of ‘our eases, a finding’ which is almost generally accepted. “A- 
few contradictory cases are noted, however.’ Favory’ (1931), 
instance, describes two ‘cases showing papilloedema ‘and ‘peri-_ 
papillary’ haemorrhages in subjects put under observation ‘about 
two' weeks after the injury.’ He says’ these lesions are due to — 
compression of ‘the central retinal vein at its exit from the nerve | 
‘by an intervaginal haematoma, but notes no evidente in support. 

The picture we have just described, then, a round pale, clearly 
outlined ‘disc with narrowing of the arteries, is’ 5 that” typical’ of a 
so-called'simple or primary atrophy. 

We have given above the clinical picture of a “lesion stlioee 
pathology is not clearly known. Many people have drawn con-— 
clusions with regard to it from post-mortem cases. But, and we 
would like to emphasize this point, the conditions found ‘i in fatal 
cases are not strictly relevant. In most of them the patients die 
without. recovering consciousness, and’ the state of their vision 
and fields of vision must be a matter of conjecture, based on the 
_ state of the pupillary light reactions. For our ‘present ‘purpose, 
therefore, we have to reject a good deal of the current literature 
on the subject. We have based our own observations entirely on 
surviving cases, results having been obtained as a result of clinical 
and X-ray investigations. 

It is a well-known fact that X-ray’ photography of the ‘optic. 
canals presents certain difficulties and is open to fallacious inter- 
pretation. The fact that no fewer than twenty-seven different 
methods have been devised suggests that, so far, none is completely . 
satisfactory. After some experience of the different methods, using 
single plates, we adopted the method of 
The following technique was used’ :— 


X-Ray TECHNIQUE FOR STEREOSCOPIC EXAMINATION 
_ OF OPTIC FORAMEN AND CANAL. 


Anode—film: distance .. 28 ins. 

Tube Shift each side. 
Size of films used ... 6} ins. x 4} ins. 


The head is placed with nose and forehead toward the film. The 
head is rotated through 35° and 40° to right and left sides in turn. 
The chin is then allowed to make contact with film support’ so 
that the radiographic base line is at an angle of 30° and the side 
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__ of the face being examined is. parallel: to the film. ‘The nose, eye- 
brow, bone and chin should be in contact the film 


support 


“Centre 2kins. aud behind the opposite. auditory 
meatus. The stereoscopic films are taken one, with’ a right shift of 
2 cms. and the other with a left shift of: 2 cms. from the 


point. 


A large enough cone must be ‘used to cover bach film. 
of our cases we give below: tabular form 


A 


on 


ex- 


amination 


& 


V.F. defect | Type of 


Traumatic 
interference 
with optic 
canal 


Associated injuries. 
ofhead 


Robert 


*2. Thos:MeD.|: 


Walter W. | 


3. William J. 


6. William J. 
(age 36) 


7, Robt. 
8. Alex. BY 


3 


9. Cissie B. 


H.. 


6/18 


_ Fingers 


| Peripheral 


.| Upper nasal } 


contraction. 


traight 
Stereo. 


Superior 


hemianopia 


-|Straight 


Upper 
outer 


quadrant 


contraction 


Upper nasal | Stereo. 
quadrant, 
Scotoma 
insulare 
present 


Scotoma in- 
sulare in 


quadrant - 
Peripheral 


Peripheral | Steréo, 


contraction 


‘Stereo. | .. 


Straight 


No 
No. 


| brow, 


Bruises over malar 
bone. Cut over eye- 
unconscious 
on admission. 
Head-on injury. 


Bruise at nasal 
angle. Hea d- On 
injury 


Fracture of infra- 
orbital margin cen-— 


\-trally, Unconscious 


on admission. Head- 
on injury. 


Fracture ‘side of 
skull. - Unconscious 
for short while only 


Fracture orbital 
margin up and out. 
Lacerated | wound 


above the eye 


Bruises on nose and 


.| side of head, Un- 


conscious for a fox 
minutes 


Fractured skull 


> 


Fracture parieto- 


| occipital region, 


Concussion. 


Bruises on temple. : 


e 
e 


i 


V.A. on 


amination 


Mert 


‘V.F. defect 


|interference. 
with optic 


AS 


Traumatic 


canal 


Associated injuries 
ofhead 


“10. Andrew s.| 


11. Mima K. | 6) 


12. Wm. F, ... 


13. Joseph K. 


14. John S.... 


5. Wm. O'D. 


16.. Robt. P. 


17. Resetta H. 


18. Thos. McT. 


7 


19. Stanley M. 


20. Robert T. 


* In the majority of ou 
the canalicular part of the nerve—pallor of the disc was observed 


pie 


about seventeen days. 


is the pallor noticed (Leinfelder), so that in those cases s 


Quadrantic 
upper outer 


Peripheral 


Peripheral 


contraction 


Peripheral 
contraction 


contraction 


Straight 


Straight 


Straight 


Straight 
Stereo. |. 


Stereo. 


Stereo: |. 


Stereo. | 


™ 


Stereo. 


Stereo. | 


Stereo. 


No 
No 


Unconscious 


| No bruising or scarr- 


ing. Kineof violence 


unknown: 
| Fracture fronto- 
parietal region 


Lacerated “wound 


| side of eyebrow. 


Fractured frontal 
bone. iocked on 
admission, slight | 


‘| cerebral irritation; 


2 months later re- 
lapsed died. 
P.M. refused 

‘for a 
few minutes...) 


Bruises on brow. © 


_Semi-comatosé for a 
few hours: 


Fracture of frontal — 
and middle fossa. 


Wounds on temple 


Superficialscratches. 
Shock 


Fractured frontal. 


+} Unconscious for. 


days 


Wounds on. temple. 
Unconscious for 14 


some 


“Wound left temple 


r cases—for the most part apparently affected in. 


in. 


The nearer the lesion ts to the papilla, the earlier 


wing pallor in 


about seven days (e.g. Cases No. 1, 2, 3, Table A), the lesion may be said 
to lie anterior to the canal and nearer to the disc than in the others. The- 
explanation of this very probably depends upon the line of the force 
applied to the Head, for it is obvious that a blow whose direction corre- 
sponds with the long axis of the canal (head-on injury), would be less — 
likely to damage it than a blow striking it at an angle. So far as we can 
ascertain, this would appear to account. for the lack of ca®alicular. 
damage and the early onset of pelos in Cases 1,2 and 3, for as far as we 
can ascertain, these three, unltke the others, were of the *‘ head-on" type. 


The X-ray teports were supplied by Dr. Scott Park, Senior 
Radiologist to the Western Infirmary. © 
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Right Eye—Fracture. 


Left Eye—Normal 
FIG. 1. 
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Fia, 2, 


Left Eye—Straight film, reported within normal, 


i 
if 
q 
it 
4 
i 
j 
i 
it 
| 


Right Eye—Normal. 
FiG, 3. 


Left Eye—Fracture. 


Right Eye—Fracture. 


Left Eye --Normal. 
Fig. 4. 
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Three: of these. cases. tabulated. above, typical of .the.condition, 
Sod each showing traumatism of the bony canal, 

vase 19.—Stanley.M., aged 15 years. Fig. 

little boy was knocked off his: bicycle motor: 
and. was struck on-the right ‘eyebrow and temple.:“He was 

. conscious for fourteen days.:He had superficial wounds, but 

he had. lost the sight of his j 

Examination:three months:after the: R. Vv. =No P. L. 
V.=6/5. O.E.R.. Complete atrophy: of the nerve. Narrowing 
of the arteries... X-ray report: Appearances suggest a 

of the right optic canal:(Scott Park). 

Case 18.—Thomas McT.,:aged 28 years. | Figs. 2 and 

The patient admitted ‘to a Birkenhead Hospital 
fallen on to the dock from his'ship. He was. | several 
days with a’ fractured .frontal bone. He has not been able’ to 
‘see with his left’ eye since. 

_ Three months ‘after: the was the 
Institute. R:V.=6/6. -L.V.=No P.L. -O.E.L. “Simple 
optic atrophy. Complete pallor. Narrowing of the vessels very 

“marked. X-ray report: (straight film, fig. 2) The left optic 
foramen appears tobe within the normal; the rim being: complete - 
(Scott Park). We ‘were not satisfied and had a stereoscopic film 
taken. X-ray report (stereo, fig.’ 3): Compared with the previous - 
examination the left: optic foramen appeats 

and has almost certainly been fractured (Scott Park). $5 

Case 17,—Mrs. Rosetta H., aged 71 years. Fig 4. 

This old lady received a glancing blow on the head 
timber in the March air-raid on Glasgow, and had a very narrow 
escape. She was rescued in a dazed condition. The day following 
‘she’ discovered she was quite blind in ae right eye, No Shull 

fracture found. 

, =6/12 with ‘glasses. O.E.R. White atrophic disc. Some vari- 

_ ation in calibre of the vessels, especially the lower temporals. 
Xray report : The foramen on the right side is greatly distorted, 
and this ‘presumably the result of trauma (Scott Park). 

On. summarising the“X-ray findings of these three “cases, ‘and 

# the others in Table ‘A, we get the following figures:— aa 

‘In 7 straight films, 6 intact canals, 1 traumatised canal. 

13 stereo films, 4 intact canals, 9 traumatised canals. 

The -difference,' even. in. this small. series, ,is 

Straight X-rays must obviously, be rated as unreliable, and find- 

ings based on reserve. It appears, fairly certain 
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fact‘ that part at least of the cause of the lies in’ injury 
to the optic nerve by displacement of the bony. wall of the optic 
canal. This of course is not a new idea, but modern radiographic i 
technique makes it more. possible for he to 
of the traumatism.: 
Callan (1891) and Rawling (1904) were amongst the: first. to 
voice the opinion that the optic canal acts»as a locus’ minoris . 
~ resistentiae—so that a blow on any part of the head will expend 
major force there. Rollet. and Levy (1930), by radiographic 
invéstigation—jumping forward almost a half. century—came to 
_ their conclusion that total loss of vision: was. always, caused by a 
fracturé of: the canal, although as our own. investigations differ 
- (e.g., see Case 2, Table A) we cannot agree ‘with this. In a recent 
communication, : F. Ridley (1942) quotes. W:. Aldren Turner, 
-.who has records of 12 cases of injury to the optic nerve in 450 
“cases of head i injury. . In all twelve cases stereoscopic X-ray photos 
showed ‘no fracture of the optic foramen. The controversy may 
depend here upon the period of examination. Rollet, Levy and 
_-Paufique preferred to make their investigations early, before the 
fissures filled-up. In our own cases, this: was .done wherever 
possible, but in many cases, by force of circumstance, the films 
_ were taken later. The fissures. when present had by this time 
filled up, the callus having ossified. The important point is, how- 
ever, that the views of Levy, pages and rauhave support those 
of Callan and Rawling. 
Traumatism of the bony however, is not necessarily the 
oe whole story in injury of the nerve, although it appears to. bea 
large part of it. Few fractures, if any, ever occur without some 
associated haemorrhage. We must: therefore consider the 
| played by the latter. 

The optic nerve is similar in structure to ee white matter. of 
the brain. The axis cylinders. have no sheaths and there are no 
cells of Schwann, so that there can be no regeneration... And yet 
the truth is that many of these cases show improved vision and 

-fields. This can only mean one thing—the’ nerve fibres have not. 
been destroyed after all, but their conductivity in some. degree 
‘only temporarily Such a state of could be due 


Like the rest of the brain the optic: nerve is surrounded sn the : 
three meningeal sheaths, which form a cul de sac just short-of the 
" bulb. By reason of their extreme vascularity they are of much 
surgical importance. Of the three, the pia is the most vascular, 
and when one realises that from it countless septa pass into ‘the, 
fierve substance, partitioning it off into bundles, each system with 
‘its blood: and that is 354 most common ‘sequel 
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to any head. injury, ‘bleeding: into the ‘sheath’ spaces. or ‘into. 
nerve substance itself would seem certain to occur. 

Kuhnt believes that in head injuries there is: fiecuientiys a 
rupture: of the small. veins crossing the intervaginal ‘space to. com- 
- Municate with the. central ophthalmic. vein. . ‘Ballantyne (1939), 
too, is of the opinion that, inmost cases. there is, a rupture) or 
. occlusion-.of the nutrient vessels of the nerve as they cross the’ 

sheath. spaces. This be. caused, he says, by changes: of 
- tension in the parts at. the moment. of injury, or by subsequent 
haemorrhage into the space... In support. of this, Pallin (1934) 
described the presence of blood in the sheaths, tracking forwards 
from a sub-dural-haemorrhage.. But | whether or not such a thing 
' actually occurs in non-fatal cases no one is in,a position to say. 

One of the earliest supporters of the view, that. bleeding into 
the sheatli—dissociated. from any bony lesion—causes the defect 
was Pringle (1917). Operating upon two cases he evacuated blood: 
from the sheath, unfortunately without. benefit to the patient, 


Kronlein and Pisin had a similar experience.. Garrow, however, | 


“recalls two unpublished cases of his own...‘‘ In. neither ’’ (he 
writes in a personal. letter) ‘‘ was blood. found in the orbit; the 
optic. nerve sheath was norinal in colour and i in size; that.is, there 
‘was. ho distension in either case.. An incision was made through | 
the sheath with quite che ee results—no blood ‘or other effusion. 
In both cases optic atroph and blindness followed,”’ 

Pringle’s work we. find. highly interesting, if* not completely 
convincing. Of. his series of one hundred and thirty-six cases 
examined, post-mortem, he found ten: with, intravaginal. bleedin 


on which to base his theory (not a very high figure). None of — 


“ these fatal cases regained consciousness before death, and so the 
visual acuity and the extent of the field of. vision could only be 
surmised. The value of Pringle’s- work; however, lies in the fact 
that in, two cases which. survived injury, and’ manifested uni- 
_ lateral loss of vision, it was possible to demonstrate the presence 
of blood within thé sheaths of the optic nerve. . Pringle’s view was” 
that pressure of the effused blood was the’ cause of injury to 


the optic nerve. Unfortunately there was no possibility of obtain-. 


_ ing any histological evidence inthe operated subjects. The 
primary cause in that event might have been found to lie within 
and not without the nerve. To illustrate this, Belloni. (1987), has 
-described a case in which the patient was taken. suddenly ill and 
of a purulent meningitis seven days after he received’ his 
injury. The post-mortem examination revealed a fracture of the 
right parietal bone (the patient had complained ‘of diminished 
visual acuity of the right eye) which extended into the middle — 
fossa.’ But there was no fracture of the canal, and although there 


‘was blood in the vaginal. spaces. there” was: alae: a‘ triangular area 


‘4 ¥ 
~ 
z \ 
re 
* 
4 
i 
if 
~ 4 
> 


of nerve fibres and: ‘blood : in: stalk 
itself, the pase of vat) the the! in, 
The position; as In ‘cases: ipredence 
oft blood” within’ the sheaths: has ‘been’ demonstrated’ 
although in others no “blood ‘has’ ‘been’ found (Garrow). 
‘operations of ‘Lillie and Adson (1934), showing the 
early callus around the intracanalicular part of the nerve, without - 
any intravaginal bleeding, make it appear likely that our X-ray 
appearances are quite correctly interpreted. One cannot therefore 
explain the whole cycle of events onthe grounds of ‘haemorrhage 
alone, or of fracture alone. ‘Each or both aré possibilities. Indeed 
in view of the improvement in: some of our cases, showing’ (by — 
X-rays) involvement of the canal) we can fairly certain that 
the two events, fracture and haemorthage, occur together. In a 
‘smaller proportion of cases nevertheless it seems that-the entire 
picture is'due to haemorrhage—as, for example, the occurrence 
of the quadrantic defect in case No. 10, which would be readily | 
explained if we,suppose a pafenchymatous extravasation of blood. 
In this type of case, the defect suggests the destruction of — 
_an isolated nerve bundle, while in those peripherally contracted, 
the field defects suggest a diffuseness of the lesion. In neither 
type, however, did we find any correlation: between the field de- 
fects and the bony distortions. | 
Clinical and X-ray investigation, ftierdobe) in cases od unilateral 
involvement of the optic nerve in head injuries elicits the. 
Noes possible explanations, occurring singly or collectively : — 


_ Subvaginal haemorrhage—with or tearing of, 

the nutrient vessels of the optic nerve. 
3. F racture, with ‘perhaps tearing of, or pressure on, the nervous 


‘The: obvious parallel with cerebral lesions proper requires no 


“1. Twenty cases of unilateral taht due to head injury, none 
oF which was fatal, were investigated. ih 
2. ‘The clinical picture is that of a primary atrophy, but ee 
the disc changes its and. the. arteries their is not 
8. Current literature, with theories on 
ings, is not completely relevant. Our results have: been’ obtained 
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oF THE Optic NERVE 


4, Stereoscopic’ photographs in: out df) cases’ re- 
vealed a distorted foramen on the side of the defective eye, This 
distortion was at its least definite to be almost 
traumatic.” 


5. There is a, school- of: ‘thought that 
frequent occurrence of traumatism of the canal has a mechanical 
basis, that. the canal is, in fact, ‘‘ locus minoris resistentiae.’’ 
‘It-is thought, however, that dhere will be no traumatism of the 
“canal: where the blow. is delivered in the 's same direction as its 
long axis. 
Clinical investigation that in addition to ihe 
‘lesion, associated haemorrhage from ‘nutrient or septal vessels; 

or both, plays a large part in many ‘of the cases: 


vs Haemorrhage alone may result, and such- cases would of 
course have a slightly better prognosis.” 
8. As the defect cannot be recognised with certainty at an early 


“stage, and as the possibility of parenchymatous bleeding cannot 
excluded, treatment appears to be impossible. 


We would to- ‘Professor. Batisntyne and Dr. 
Loewenstein of the Tennent Institute for their encouragement and _- 

uidance;, Dr. Scott Park and Miss Hendry of the Radiology 
Department, Western Infirmary, for the stereoscopic, pictures ; 
‘and Dr. Garrow of the for notes. on his two 
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VOLUNTARY CONVERGENCE 


EDINBURGH 


“THE importance of praining voluntary convergence, 

in the Middlemore lecture, which may be read in the Brit, jl. of 
Ophthal. of September, 1941, is confirmed by some 
made independently. 

_ In 1928 I was working abroad in a a locality chine 


Q) There was: isolation from other ophthalmic surgeons, so that 
observations are proportionately free from the influence: of 

_ other ophthalmic opinion. 

(2) There was present a iarge nuribee of men, typicaily army 
officers who, having spent the earlier part of their careers in 
regimental work, where they were accustomed to. watch. the 

 sky-line of the hills or to detect movements in the far away 
of the desert, were at the age of 45 to 55 confined to arduous | 
office work requiring a corresponding degree of convergence, 
a function previously comparatively little used by them, > 


(3) Observations, commencing in 1929, before the publication of 
_  Stutterheim’s Monograph in 1931, ‘have the value. of, at that 
date, not being under its influence. 
The complaints were not ‘relieved by 
spectacles. 
The. exercises used consisted of : 

if (1) Placing increasingly strong prisms: in the trial frame i in series, 
Epes the patient looking at a light 6 metres away.. ~ 5 

I 


(2) With prisms in the trial frame the light was brought from 

. 6 metres to about 1 metre, and then slowly away again to 6 

f metres, a wearisome business for the doctor if continued long, 

i and which, by a sudden inspiration one day, I varied by 
/ making the patient do the walking, a procedure 1 found en- 

} hanced attention, and expedited desire for cure, especially | 
Ee in the hot weather. 


(3) Prisms were placed in the out in. convergence 
deficiency, and the frame raised and lowered, the patient 
being instructed to make the two lights seen at the other end 
of.the room into a single image. When the frame was raised 
he would see the light double for a moment, and then it would 

become single, and when the frame was lowered, he had by a 
voluntary effort of convergence to strive to fuse the two images 
to make one. This would be done about ten times and then 
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“VOLUNTARY CONVERGENCE 


the of ‘the prisms: increased; ‘the: frames again 
raised and lowered ten times, and’so:on.~ 


4 Prisms were also given to wear at hola for some days, for ' 
_ €gnvergence deficiencies base out, thus continuing the exer- 
- cises, and forcing the eyes to converge. 


The conclusion was formed that in the exercises of raising and 
lowering the prisms, there was a definite voluntary effort on the ° 
part of the patient, and that, unless. this exercise of raising and 
lowering the prisms, was used, the cure was not so successful or 
permanent. 

‘In other words, Williamson Noble’ s view of the great importance 
of voluntary convergence is corroborated by a set of observations 
“quite isolated, and commencing before Stutterheim’s Monograph 

, was published, and, therefore to that extent uninfluenced. by it. 
Later, after his monograph was published, I tried simply in- 

_ creasing the prisms base out by series, having the prisms mounted — 
as a battery, but I again found that unless I also used * Jump: 
_Convergence,”’ that is.a voluntary convergence, obtained by rais- 
ing and lowering the prisms the cure was not nearly so satisfactory 
‘or permanent, again confirming Williamson Noble’s remarks about 
being under the influence of Stutterheim’s: Monograph in the early 
series, and not then using Jump Convergence or getting such Latin 
results as when voluntary convergence was taught. 9 

There was, of course, nothing very novel about these exercises, 

they were all in the books and the avoidance of mechanical con- . 
_trivances such as synoptophores or their prototypes, etc., was. no 

virtue but necessity, because were not owing to. 
isolation. 


Suinmary 


Oneeriatibkd commencing in 1929 confirmed independently the 
importance of training voluntary ee as Sapna in 
the Middlemore Lecture. 

‘Originally I was teaching voluntary convergence but when, 
like Williamson Noble, I came under the influence of Stutterheim, ' 
and used’ his methods only, my results were not so good, and I 
therefore returned .to. voluntary: and got 
improved results. 
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A CASE OF “HOLE” AT MACULA 
BOOKING AT THE SUN" 
SURGEON. LIEBUTENANT- “COMMANDER, R, N. Zz. Ne 


aged 26 years.—This main ‘was first ‘seen fy) me 


if 


ata Royal Naval Hospital on March 11, 1941, complaining: of 


very defective vision of R.E. since June, 1940, 
Examination: V.R. 2/60, 6/6. 
-R.E.—Small corneal nebula just below centre of cornea wtlich 


‘was not sufficient to affect appreciably visual acuity. Media were 
otherwise'clear: There was a hole at macula with typical parched 


out appearance, otherwise fundus was normal. 


there 1 was an absolute central scotoma ofa diameter of about 4°. . 


Peripheral field was full. 
~L.E.—Normal and healthy. 
Refraction under ‘a. showed 1 hyper- 


metropia in each eye. 


History.—This man was first sent to dnother R.N. Hospital on 


July i, 1940, from his ship, a destroyer, with the following history 


from his medical “officer: ‘‘; . . complains of almost’ complete 


blindness in R.E.—duration 3 weeks. Probably due to looking — 


at the sun, ? macular change.”’ 
The following notes nero made on his bed ticket at hospital: — 
July 1, 1940.--V.R. 2/60, V.L. 6/6, J.1. 


RE.—(1) There is clouding of the macula and pigmentary dis 
turbance. (2) There is a small nebula in centre of the cornea. _ 


July:5, 1940.—Definite ‘cloud at macula— ? due to small 
central corneal nebula. j 

He was then transferred to a R. N. A.H. where treatment was 
continued for a corneal ulcer of R.E. No further mention was 
made of the condition of his fundus except that on July 22, 1940, 
after recommending his return to duty, vision was noted as R. 
<6/60, L. 6/5, with a note: ““R.E.—small central corneal nebula. 
Eye quiet and rest of media clear. Pundi and discs normal.” 


‘Discussion of History , 


This is the case of a young man who had normal ‘visible 
was an A.A. gunner, a rate which requires normal vision in each 
eye which is determined at a special examination by a naval 
ophthalmic specialist. Then apparently quite suddenly he com- 


' plained of defective vision in his R.E.. 


On questioning he stated that enemy planes had a habit of Rying 
out of the sun.and that on several occasions he had looked at the 
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sun. there is no ‘clear history ‘bE one! occasion 


following which’ the visual defect occurred: The history has also 


been confused by the'fact that’about this time he developed a ‘right 
corneal ulcer. Patient stated that while on deck a ‘Spark from’ the - 


funnel blew into his eye. 
_ There is no’history of any blow on the eye at any time. 


At the time his reduced’ visual acuity was’ first recorded there 


were definite, though notwell marked, macular changes. Obser- 


- vation was made more difficult by the presence of a central corneal 


_ nebula, as is shown by the note on July 5, 1940, when the observer 
considered the possibility’ of the cloudy macula aréa being only an 


appearance due to looking through a hazy central cornea, Then’ 
again 17 days later another observer did not note any abnormality 


in' the fundus. 


It' would seem that he had an oedenjatous of the macula" 


shortly after the injury with very slight pigmentary changes. This 
was apparent three weeks after the onset of symptoms. Three 
weeks later, 7.¢., 6 weeks after onset of symptoms, this oedema had 
probably considerably subsided as there was no macular change 
noted. However, I corisider it most likely that there were changes 
present at that time which may have been obscured by the corneal 


nebula. Eight months later hé typical ‘‘ hole’’ at the 


macula. Central vision in the eye became grossly affected from 
the start and has shown little or no change since, although the 


"General Discussion 


case is sof interest’ because: it demonstrates a typical 


atthe macula’as a sequel to a‘ “burn "sof the central retina none 
looking at the sun. 2 
Although it has been that a hole may occur in 

eclipse blindness and after exposure to bright light (Duke-Elder, 


Text-book ‘of Ophthalmology) this must be considered a rare cause. 


_ Indeed I have been unable to find in the literature the report of any 
case of: typical retinal ote: att the macula due to ak ah path to sun- 


light. 


4 1936 described a case following exposure to. 
electric welding’ but this much more severe burn accom-. . 


panied by haemorrhage at’ the macula and followed: hole’ 


which apparently: also involved the choroid so: that the sclera’ — 


showed through. This is a different clinical picture from the » 


ordinary retinal hole with red: base oF which 


case is an example. 


‘Harman and MacDonald in 1922 reported a case df dterachrinedt 
of the half of the retina thie of 
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38 ANNOTATION. 


eclipse of. the sun, . Some macular changes were obsexvest pigs 
the detachment had somewhat subsided. with rest... However a 
definite hole at the macula is not described as having been seen, — 
although it may have been a. likely assumption to explain the 
origin of the detachment. 

Rauh.in 1927 reported a case of central retinal changes following 
exposure to excessive light and strong. heat. This was apparently a 
localised small central detachment’of the retina. There is no sug- 
gestion however of a hole in the retina; and the fact that visual 
acuity in this eye, with a convex lens to compensate for the pushing 
forward of the macula, was 5 /6, and later 5/9, is evidence against — 
such a possibility. 

Finally this case seems of especial interest because: it demon- 
strates serious injury to the sight that.is likely to occur in migaern: . 
‘warfare if adequate precautions ¢ are not observed. Pie 


DuKkE-ELDER.—Text-book of Ophthalmology, Vol, I!I, p. 2757. 
HARMAN AND MacDonaLD,—Brit. Med. Jl.; Vol.1,-:p. 637, 1922. 
RuaH.—Zeitschr. f. Augenhetlk,, Vol. LXIII, p. 48, 1927: 
WURDEMANN.—Amer. Jl. of Ophthat., Vol. XIX, p..457, 1936: 


- ANNOTATION 


“Up to One’s Eyes” — 

-Our heading was suggested to us some time’ago by the versatile 
gentleman who prepares the annual index for the journal. He was 
‘up to his eyes in work other than indexing, as he looks upon the 
latter as pure amusement. Most of us at some time or other have - 
been up to our eyes in work. One calls to mind one’s early 
experiences in the. out-patient room at Moorfields.. Now that we. 
have retired from practice we spend much of our time up to our eyes 
in work in the garden, broken once or twice a month by being in a 
similar condition with regard to proof reading. The simile is an 
appropriate one for an ophthalmic surgeon and we will leave the 
the upper limit of the back téeth to our dental colleagues. May all 
our readers be up to their eyeS in work is the best wish we can offer 
for the first number of a new volume.. At the-same we may perhaps 
be pardoned for emphasizing the fact that after more than three years’ 
of world war we are still ina position'to maintain publication.. When 
one thinks of the enormous upset of national life involved, together 
with the almost. complete cessation of our exchange journal copies 
save those of the Empire and the United. States, it seems a. marvel 
that we have kept afloat. We are deeply in the debt of those who, 
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month, have contributed papers, and if 

section has occasionally been a little thin; it'is not: to be wondered 

at. Nor can one continue indefinitely to produce annotations of 
value... So far we have not descended’ to Mr. Pott’s famous 
expedient, when an article on Chinese metaphysics was needed, of 
looking up China and metaphysics in an encyclopaedia and pooling — 
the results, nor have we ever followed the advice offered by a very: 
experienced editor to take one of the abstracts and put-it into ‘— 
better English; yet at times during the past three years we have 
sailed rather wide- ofthe ophthalmological mark. And if on 
occasions a strain of levity or of whimsical attempt at humour has 
crept into our lucubrations it has been done with a purpose. In 
times. of stress we like to think- that anything that raises a smile 
may help to enable people to carry on in spite of difficulties. Such 
has been our intention and if it. has met with any success we are’ 
only too thankful. ‘When peace comes we shall nore to revert to 

more solid contributions to effort. 


"ABSTRACTS 


_ MISCELLANEOUS. 


(1) Riwchun, M. H. (Buffalo, ‘New York). —Albino with senile. 
cataracts. Amer. Jl. Ophthal., Vol. XXIV, p, 798, 1941, 

_(1) . Riwchun reports the successful extraction of senile mature 
cataract from each eye of_a male albino, aged 59. He comments _. 

that he has been unable to ‘find any statistics about the incidence of 

senile cataract in albinos and quotes Duke-Elder’s text-book in 

_which it is stated ‘‘ There is no evidence available which shows that. 

the eyes of albinos in later life are more vulnerable or prone to 

_ disease than normally pigmented eyes; there are several records of 

_ the extractions senile cataract results.” 


wt 


(2) Parkhill, E, and d Benedict, L. Minnesota). 
_ —Gliomas. of the retina. Amer. Ji. Ophthal., XXIV. 
1354,- 1941. 
(2) Parkhill and Benedict discuss his origin, classification, aide. 
of malignancy and prognosis of glioma retinae’ based on a -histo- 
_ pathological study of 35 eyes. They suggest that these neoplasms — 
arise from the glial cells which prevail in the inner nuclear, the 
Staci aliedat nerve fibre layers and ‘are probably the only retinal 
cells which retain the power of reproduction after birth. They 
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40 CORRESPONDENCE 
comment thag histologically the majority of -glioma’retinae appear 


to. originate in the inner: i in the matt and 
nerve fibre layer. . 

They discuss the of: as at, partial 
differentiation to a form imitating more or less closely the primitive: 
epitheliam of the neural tube rather than the highly specialized rod. 
and cone cells. For what it is worth they agree that rosettes are 


. sometimes found in metastatic growths and in medullo-blastomas - 


of the.central nervous system and in of: the’ 


_ sympathetic nervous system. 


The authors describe pseudo-rosettes whick are 


compressed. glioma cells arranged arbund a blood and: 


_ times bordering a clear space. 


They classify glioma retinae into. types bale on. 
the degree of undifferentiation of the cells and thus the grade of 


‘malignancy. These are (1) Retino-blastoma, highly undifferentiated. 
(2) Neuro-epithelioma, showing slight: or partial differentiation as 
- indicated by rosettes or pseudo-rosettes. (3) Astrocytoma, well 


differentiated neoplasms. “Rare in “the retina. The cells nearly 
resemble normal astrocytes. _ The authors comment on the serious 
prognosis of the retino-blastoma type but’in a large proportion of 
these cases. described by them the nerve and 


_ tissues had. already been. invaded. 


H. B: STALLARD. 


CORRESPONDENCE 


ANOMALOUS REACT IONS 


To the of THE BRITISH OF. OPHTHALMOLOGY, 
Dear SiRS,—It is clear that Cases 1 and 2 reported by Dr. 


-Edelston in his’ interesting paper entitled «‘‘ Anomalous’ Pupil’ 


Reactions,”’ Brit. Jl. af Ophthal., November, 1942, were suffering 
from tabes, but since he does not tell us whether the reaction to. 

near vision was present or not, some doubt may exist in’ the ‘minds — 

of those who have read his paper as’ to’ estascemen’ a diagnosis of 

tabetic pupil is justified. 


For the purpose of this comment however, I assume ‘that the — 


reaction to near vision. was present and that the anomalous reaction, 


viz., dilatation instead of constriction to light, was tabetic in origin. 


This paradoxical reaction has been’ described as occasionally 
occurring. in tabetic pupils, and at rare intervals has: been noticed 


.by ophthalmologists and. meurologists..As far as I know this 
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paradox: Nas fever received an explanation—the following attempt 


is offered. 
It is- not always realised that the: tabetic! pupil jis caused by a 
lesion which destroys two different kinds of nerve fibres. Its small . 


_ Size’ andthe facts that it:does ‘not dilate in the dark or to atropine, - 


point to. paralysis of the dilator reflex arc which is supplied by 
sympathetic fibres Horner’s' syndrome). ‘That it does not react: 
to light shows that the light reflex arc is' damaged, which is para- 
sympathetic in origin. .The near vision reflex arc is also parasym-) 


_ pathetic, but since it is unaffected and its fibres are anatomically far’ 


removed from the dilator and light reflex arcs, no further mention: 
of it is necessary. We may therefore define the tabetic pupil as 


a total sympathetic and a partial parasympathetic iridoplegia. 


Starting: from the retina the afferent limbs of the dilator and light — 


_ _ reflex arcs travel in the optic nerve and tract to reach the mid-brain- - 


via the brachiumiof the superior colliculus—they then diverge from 
one another, the dilator fibres passing downwards to the cilio- spinal 


Edinger- -Westphal’s incléus! 


The two sets of fibres therefore are in one 


-only in the optic nerve, tract, and in the brachium. Since both are. 


damaged i in the Argyll Robertson pupil syndrome, the lesion causing 
it must either be in the optic nérve, tract, or brachium. | The optic 


nerve is unlikely because of the frequent absence of optic atrophy. 


The tract’ equally so because of the 
hemianopia. 

This leaves us the brachium of the 
which the sympathetic and* parasympathetic’ fibres are in close’ 
proximity unguarded by visual fibres. It is aie? therefore that. the 
lesion causing the-tabetic pupil is postulated. 

- Furthermore it is conceivable: that in this situation a’ 
of the light reflex: arc’ may succeed in regenerating, and instead’ 
of joining up with parasympathetic fibres pass into sympathetic 
fibres. Should this have taken place the stimulus of light would 
activate sympathetic: ‘fibres ene dilation’ of the’ pupil instead of 
constriction. 

In support of this suggestion I would point out-that there is an— 
analogous condition which is not uncommon—I refer to the fact 
that after a’severe Bell’s palsy certain flavours'cause a secretion of © 
tears. The facial nerve contains autonomic fibres subserving both 
taste and lacrymal secretion: It has been suggested that some of — 
the afferent taste fibres in regenerating have joined up with some of © 


.the efferent laceymaal fibres so causing certain flavours to ‘predate 


tears., 
All of us will agree with Dr. Edelston in his didghosis that Cases. fe 


is an instance” the syndrome: ‘usually called myotonic pupil. 


Dire in the coinal cord the constrictor res passing 
aE ‘ 
a 
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Clinically it is: tiapoetaie: to be able to sidfeniintiite: this condition 
from tabes. As a rule this is very easy for the tabetic’ pupil is 
nearly always bilateral, the myotonic nearly’ always mono-lateral. 


_ In tabes when the knee jerks and ankie jerks are absent ‘there. is 


always Rhombergism. In the myotonic pupil syndrome even when 


-both pupils are affected, and the knee jerks and ankle jerks’ are. — 


absent, neither Rhombergism hor sensory symptoms are present. 
It has been suggested that since, as‘far as the pupillary reactions 


> are concerned, the lesion is probably in the ciliary ganglion, ‘‘ Ciliary 


Ganglion Irido-plegia a better name for the a 


Yours 
‘PERCIVAL W. LEATHART. 


“November 15, 1942. 


‘PRONTOSIL SOLUBLE IN CONJUNCTIVITIS. 


To the Editors of THE JouRNaL. OF OPHTHALMOLOGY. 


DEAR S1RS,—The article by J. Horton Young, R.A.M. C., which 
appeared in the Juné issue of the Journal is full of interest. — ‘ 

have already sent to the Medical Journal of Australia an 
of the value of prontosil soluble 2} per cent. in conjunctivitis, :and- 
the use of finely strained sulphanilamide in cod liver oil in. corneal 
ulceration. © But as indicated in that sketch the puzzle is to know 


what the prontosil really does. 
In the most severe, and to me unique case of don jtinediniils I i 


have ever seen it was most effective, but two thorough  bacterio- 
- logical investigations showed nothing but. diphtheroid organisms and 


some polymorph cells. 
I: refer also to the experimental work: ‘of Robsén ‘and Scott 


published in Nature, April 22, 1942, 


Apparently prontosil is absorbed by the conjunctiva rapidly, ‘aa 
effects some favourable change. As indicated, I have been using it - 
in a seyere case of spring catarrh with success. It seemed to me 
that administration orally was not logical as one only bopes that it 
will reach the eye, whereas the local administration deals directly. 
with the diseased tissue and in any event administration’ by: the 
mouth in a protracted case would be dangerous. ty 

I have found, as J. Horton Young has found, that it does: not’ 
irritate, nor does it interfere with any other drops that may be used. » 


‘About its use in deep infection of the eye.I have no experience at 


present. It is too much to expect that we have found a universal 
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‘CORRESPONDENCE’ 
remedy for diverse ope conditions but'we can keep mind on 


MELBOURNE, 
August 20, 1942. 


UNUSUAL CASES OF CONJUNCTIVITIS. 


“To the Editors of THE BRITISH JOURNAL OF OPHTHALMOLOGY. 


DEAR Sirs,—In- your October i issue, Major E. F. King discusses, 
four unusual, cases of conjunctivitis in. soldiers showing certain 
common features, which he thinks ‘group them as a. clinical 
entity.” In the last sentence of the conclusions he indicates that: 
“the condition ” is obscure in pathogenesis but, expresses an interest 
in finding out if other surgeons have met with similar cases. _ This . 
paragraph assumes the existence of a condition or entity into. which 
his cases fit, but obviously is meant to welcome other opinion... 
Having. a long-standing interest in the aetiology of conjunctival 


disease, I venture to trespass.on-your space by offering some remarks. . 


To be frankly | critical I cannot see why these four cases should. 


constitute a “group,” ‘“‘clinical entity” or “ condition,” and 
although I support Major King’s idea in urging an attitude of 


enquiry towards the unfamiliat conjunctival affections. which. we 
are all liable to ‘meet, I deplore any suggestion which might tend — 
to establish another clinical conjunctival group on four cases, anol 
as that named after Parinaud by H.. Gifford in 1898. ie 
.. Cases 1 and 4 appear,. prima facie, to. be so different as to make. 
them mutually exclusive of any purely clinical group or. entity. 
Conversely Case 1 resembles some published descriptions of Parin- 


' aud’s syndrome so much more than it resembles Case'4, that it fits 


relatively, well into that clinical picture. For the sake of clearness 
it may be recalled that the modern conception of a. Parinaud’s 
conjunctivo-glandular. (or oculo-glandular). syndrome is based -on 
three. cases. published by Parinaud in 1889 which - appeared 
to hit to form a clinical group.” Since. then numbers of cases: 
_ showing similar clinical features have: been investigated by. different. _ 
- observers with a view to isolating’ what one might term specific 
aetiological entities from the parent generic clinical group. Even- 
tually, as S. Gifford pointed out, the Parinaud syndrome resolved’ 
itself into a complex consisting of an aetiologically proven group, : 
such as~ Verhoeff’s ‘Leptothricosis conjunctivae, certain cases of) 
‘conjunctival tuberculosis, Pascheff’s’ conjunctivitis necroticans, 
‘Conjunctival. tularensis, etc., plus an unproyen residue into. which,. 
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on failure: to establish: aetiological criteria, those cases were | lumped: 
which showed a reasonable clinical resemblance to the ‘cases’ from’ 
which the syndrome derived its“name: An important recent 
_addition to the proven, group is the conjunctivitis due to the 
mycobacterium of Castelli and Molina. n 
Since it is proven aetiology rather than clinical’ iihalifestsitions 
which gives any individual case a positive position in the syndrome, | 
it is necessary that investigations to exclude or establish. potential 
causative agents should'be exhaustive. Bacteriological and _ histo- 
pathological technique already known to have been successful in 
demonstrating a particular infection, must be scrupulously observed 
in any casé which appears to be within the soméwhat liberal clinical 
confines of the conjunctivo-glandular syndrome, before admitting 
defeat. and placing it ‘in ‘the or’ patient 
thereof. 
It cannot be said of Case that to isolate’ aetiological 
‘agents were exhaustive, although considerable efforts were made to 
establish a diagnosis. In so far as some of the necrotic foci were 
concerned the early’ microscopical changes were not typical of any 
members of the proven group. The general tissue response was one 
. which might well be found outside the characteristic foci in several 
infective conditions. There was a tissue eosinophilia in'the early 
stages. Verhoeff does not consider this a feature of leptothricosis ; 
others ‘have touched on the possible significance of blood eosinophilia 
in such cases (Gifford, Wright). Whatever the significance of this — 
tissue change it was not noted when the pathological report: on 
Case 1 quoted by Major King was made. This must have been 
based on a biopsy done after the seventh month of the affection, 
when one might expect to find characteristic primary tissue changes 
somewhat obscured by the reactions to secondary infections and 
previous traumata. In the earlier stages of the affection when the 
case happened to be under my care such traumata occurred ; there 
were biopsies ‘and a total with tarsal mattress: 
sutures. 
It may be said pare that the histopathological deinbngtisision of” 
leptothrix is by no means easy and ‘may elude the most painstaking 
pathologist unless the Verhoeff technique is followed exactly, even as" 
regards excising the necrotic foci at biopsy. Verhoeff himself empha- 
.sised this difficulty and expressed surprise that for years after his 
- original description, S. Gifford was the only ophthalmologist’ to’ 
confirm his findings. This was not because others did not try, but 
because. in some cases‘at least the biopsy and histopathological 
technique were not carried out with the attention to detail which * 
is essential to success. 
In some suspected cases the picture alone is not 
necessarily clear enough to. exclude leptothricosis, unless the section — 
goes through one of the small necrotic foci. 
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CORRESPONDENCE. 


It was of difficulties that in 1937 I. resorted toa 

bacteriological approach and described a-method of. isolating the 

- leptothrix on specially selected: media by means of the preauricular 
‘gland puncture technique first adopted by Wherry and Rae (1918). 
MVerhoeff had tried this method in one: case and. failed (private 
communication); although he had of course isolated the organism — 
from the conjunctiva and fully described its distinctive features in. 
culture. Had I adopted ‘a bacteriological technique sooner I feel . 
_ that some of the unidentified Parinaud syndrome cases of which I 

have notes. would. have been placed in the leptothrix group. It 
not likely that Boston had a monopoly of Jeptothricosis, yet: upto 
1933, when Verhoeff had confirmed 45 cases by staining and some- 
‘had been published elsewhere. 
This gives an idea of the fet meticulous technique. 

~ Now in Case 1 an exacting bacteriological technique for the isolation 

_ of leptothrix and certain other organisms was not adopted, since the 
-best media and conditions of cultivation were not available in the | 
laboratories where the case was originally . investigated. a 2 

But although the laboratory investigation was not adequate to. 
exclude Verhoeff’s leptothricosis or, say, the mycobacterial granulo- 
matosis of Castelli and Molina, it was probably sufficient to exclude 

_ Tuberculosis, human and bovine (thanks to colleagues in the Royal. 

~ Veterinary College, Aldershot). There were, however, at least two 

clinical features against leptothricosis, viz., ulceration of the sub- — 

- conjunctival necrotic areas and a protracted course. 
As far as I remember Verhoeff does not feature. conjunctival 
ulceration ; but the surface of the conjunctival fornix in Case 1-was 
broken when’ I first saw it within a fortnight of the onset of the — 
symptoms. Verhoeff’s cases were practically all of relatively short 
duration, lasting weeks, not months. Since also, lesions of the — 
cornea such as developed in Case 1 in the latter stages are not a 
feature of leptothricosis, there are strong points against Case 1 
being in the leptothrix group, but this does not mean that it can be * 
excluded from the conjunctivo-glandular syndrome. My. notes 
indicate that at least two of my own cases allocated to the unproven 
‘group of the syndrome were of over 8 months duration. In these, 
Tuberculosis, human and bovine, excluded in- circumstances 
affording exceptionally good laboratory facilities. : I think, ‘but can- 
not be sure without the original reference which is not available, 
that one of Parinaud’s cases lasted for 6 months. 

In view of the above it would appear better to place Case 1 in the 
undiagnosed compartment of the conjunctivo-glandular syndrome 
rather than in clinical association with Major King’s fourth case, 
which has. no apparent claim to this classification.. I will not 
attempt to assess the position of Cases 2.and 3 as to their clinical © 
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: relationship with 1 or 4, since I know rola of the detail of theik ge 
- investigation. - The drawings, I feel, do not Hep sufficiently in as é 
making’ a critical clinical. comparison... 
There is an aetiological factor in connection sith Case 1 which 
had to be considered at the beginning, viz., a self-inflicted injury. 
There were features present when the patient was first seen which — 
strongly suggested the effects of an irritant. on the conjunctiva. — 
‘There was also a definite history of acinderburn. In those localities 
where the effects of irritants on the conjunctivae are an every-day _ 
". occurrence, it is not uncommon to see lesions closely resembling the — 
condition of Case 1 in its early stages.. It was thought, however, 
that the eye did not behave like a straight-forward: burn lesion. It 
seemed therefore desirable to eliminate a self-inflicted injury by 
tarsorrhaphy and security bandages, with observation in:a detention 
ward. The resulting evidence was against a self-inflicted injury, _ 
but not against the necrotic ulceration, having resulted from an — 
irritant. That the process should have continued so long with ~ 
_ recurring foci of_ necrosis is unlike the course of the average 

conjunctival lesion due to an irritant, and suggests that some chronic 
infective granulomatous process played at least a secondary 


Yours truly, 


ALDERSHOT, 


Ni ovember 20, 1942, 
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DIATHERMY IN (CHOROIDAL MELANOMA 


To the Editors THE BRITISH Journat OF 


DEAR S1Rs,—I was much’ interested in Messrs. Savin and 
Pritchard's article on “A Choroidal Melanoma treated by Surgical 
Diathermy,” in the December number of the Journal. It illustrates. 
admirably the value of this form of attack for the destruction ef 
certain neoplasms within the eye, and J think its value for some 
. other localised fundus conditions might well repay investigations. I. 

have in mind more especially, localised retinal angiomata and the 

affected vessels in Eales’ Disease ; without having tried it I suggested 

that it might prove of value in small retinal gliomata (Trans. Ophthal. 
- Soc. U.K., 1935, Vol. LV, p. 19). My present object, however, is 
to express. doubt as to whether Messrs. Savin and asia aserbicie case 
is properly described as a melanoma of the choroid. 

A good many years ago.I published in The Moorfields Reports a 
regret I have not the precise reference by me) what I believe was 
the first instance in which a melanoma of the choroid, having been’ 
examined during life, was afterwards obtained for pathological 
examination owing to the on of the patient, from: myasthenia 
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gravis: ‘and Shumway had reported a 
case, but it had not been examined ophthalmoscopically. 

-. In the above paper micro-photographs of both bleached and un- 
bleached. sections of the tumours are reproduced ; there is also. 
included a coloured drawing by Hamblin of: the same. condition in 

another patient, and this one. might describe as having the typical — 
appearance. Ata later date I obtained another specimen for patho- 
logical examination owing to the death of the patient from a cerebral » 

' tumour, which case also.I had examined a number of times during 

life; it was published with micro- photographs in the Brit. Ji. of 

A Ophthal., I think in the first number, 

These tumours are not very rare but if small and thin 1 may Ie a 
easily be overlooked. The largest I have seen was about three 
times the size of the optic disc, They are innocent growths; I 
have traced a number of them fora period of years-; the longest * Baoan 
which I can be sure is the one referred to above of which the 
coloured drawing is included in The Moorfields Reports; nine years 
later it was quite unaltered in appearance. Whether they may 
occasionally become malignant I cannot of course say, I should 
expect they might, but I should. have no doubt that this seldom’ 
occurs; I have not seen it happen. — nis 
The ophthalmoscopic appearance of these ‘tumours is quite 
characteristic; of the two most important features I should give 
first place to the colour, it is a homogeneous slate grey, exactly that 
of unguentum hydrarg (blue ointment). Secondly, the edges, which 
- for want of a better term, I should describe as feathered. The 
tumours are more or less circular in outline; are mostly in the 
central region; if of any size their prominence can be.made out and 
the retinal vessels passing over them are darkened in colour owing dy 
to the dark background. 

Judging from Hamblin’s drawing of Messrs. Savin and Pritchard’s 
case, I think one may safely say that this tumour was of much too 
dense and much too dark a colour fora choroidal melanoma, andthat _. 
its edges were altogether too even and sharp cut for this condition. 

_ My impression is, that but for Mr. Savin’s observation that at the 

end of three weeks “the growth was extending slightly,” which is 
of course conclusive of its aggressive nature, one might have taken 
it for a congenital patch in the pigment epithelium. 

I feel that the Authors are to be congratulated upon their ee of 
frentineht and upon their success; it would ‘seem clear, as they 
suggest, that even if one assumed that the headaches were due to. 
metastases, nothing would have been gained by enucleation, and 
that their treatment has so. completely destroyed the growth that 
future metastases are as effectively as eye 
has been removed. 
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‘Sours truly, 


_R. FOSTER MOORE. 
December 10, 1942. 
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NOTES: 


“appointed surgeon oculist to H. M. The 


as “AN interestin r with the was 

Task of published in ast issue of the Bulletin of, 

the Czechoslovak Medical Association, by 

fessor Loewenstein. It amounts to a plea for improved teaching of 

social hygiene as a means of prevention of blindness and preserva- 
‘tion of sight. While we possess a great number of statistics. of 
blindness, there is a lack in the classification of the causes and an 

international classification is needed. This is under preparation by 
the International Association for the Prevention of Blindness. 
Loewenstein refers to one of the best statistics of blindness, drawn. 
up by Dr. Zahor, of Praha, in 1935. This paper refers to the blind 
in Bohemia. Among a population of 7,109,376, were 4,037 blind 
_ Civilians and 316 blind soldiers. _ The percentage per-1, 000 inhabi- | 
tants is given and appears to be slightly lowér than the official 

" figures for the whole republic, which includes Moravia and Slovakia 
(the latter with far higher trachoma frequency). . The main groups 
are due to venereal disease (18°2 per cent. )s predominantly congenital 
or affections of the newly born, injuries (15°7 per cent.), and 
congenital blindness (about .10 per cent. ). Zahor does not take into 
account “a special group of cases due to hereditary diseases, which 
other statistics assume to be 20-30 per cent. of all cases of blindness.” 
About 2 per cent. of cases are due to glaucoma. Loewenstein 
proceeds to outline his ideas on the measures: Which BS, thinks 
necessary. 


THE meetin s of the Section of O 
_ during the 1942-43 be held ea 
“follows :— 
Friday, March 12, at 2. 30 
- Friday, April 30, at 5.0 pm... 
Friday, June 11, at 5.0 pm. 
Cases and specimens will shown before ‘the 
We are asked b the Minist of 
Special Notice 46 ‘state that ve that mer made of raw 
materials in short supply owing to’ war conditions ate advertised in 
this journal should not be taken as an indication that’ _— are 
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